substance of the growth. I had previously practised the technique of this kind of procedure on more than two dozen eyes, as a preliminary to removing them. I was fortunate to have the assistance of Mr. H. B. Stallard, and on November 8, 1929, under general anesthesia, the eye having been fixed in position by means of a stitch, a large flap of conjunctiva was reflected and the sclerotic exposed cleanly nearly as far as the entrance of the optic nerve. It was found possible to do this without dividing any muscle.
In order to get the line of the growth I examined it with the ophthalmoscope and asked Mr. Stallard to place a pair of closed forceps on the sclerotic outside, and to shift them a little to one or other side as was necessary, until the apex of the growth-as seen through the ophthalmoscope-and the forceps-as seen by looking immediately over it-were in a straight line.
The next question was as to how far back in the globe to make the incision.
I wondered whether it would be possible to get the seed sufficiently far back. Having reached what I judged to be a suitable position, I made an incision with a narrow von Graefe's knife through the sclerotic, and taking the seed in a pair of forceps, endeavoured to slip it through the incision into the growth. My endeavour was to introduce it through a hole which was just large enough to admit of its entrance and no larger, and to this end I had several times slightly to enlarge the original incision, and it was for this reason, too, that I preferred not to use any form of introducer. The seed was now introduced, its hind end was slipped through the sclerotic, the attached black silk was cut short and the conjunctival flap replaced. On examination with the ophthalmoscope the vitreous looked perfectly clear and the whole of the inside of the eye was seen distinctly, and this is still the case. It could now be seen that we had hit off the growth very closely. The seed was tunnelling a large part of the growth, its apex projecting towards the disc about one disc's breadth nearer the disc edge than the nearest part of the growth. There was no hmorrhage of the vitreous, nor did this occur at any time.
Immediately after the introduction of the seed, a filmy cloud-which later became a good deal larger-was seen on its surface. It seemed likely that this was a film of coagulated vitreous.
The seed was left in for ten days, the conjunctival flap was turned back, the short end of the black silk found and the seed removed without difficulty. Again no hamorrhage into the vitreous occurred and when seen with the ophthalmoscope the clean-cut hole through which it had been introduced looked much like a golf hole.
The growth has very largely disappeared. It cannot be said to have disappeared completely, nor would this be expected after so short an interval. I am hoping, of course, that we have completely destroyed the growth cells and I shall keep a close watch upon the case, and, at a subsequent date, report in detail the late result of the treatment. The seed was of a strength of three millicuries.
Rupture of Descemet
Patient, a boy, aged 14. One eye defective since birth: history of injury by forceps during delivery. The case shows the usual features-oblique scar in cornea, high astigmatism, high degree of amblyopia. The corneal microscope, with slit lamp illumination, shows that the Descemet's membrane is floating in the anterior chamber over a certain area, being attached along one border and free at the other: these two borders come together above and below.
Siderosis of Lens Capsule.-F. A. JULER, F.R.C.S. Patient, a boy, aged 17, came to hospital complaining of defective vision in one eye. He had not for eighteen months past been in any occupation in which he might have been injured with a flying bit of metal, but previous to that time he had been in sn engineering works.
An interesting feature is that the orange-red colour of the lens opacities suggested the nature of the case, and led to the discovery of a penetrating scar of the cornea. Further, no foreign body could be discovered by X-rays, and the magnet test was negative. This suggested that a minute bit of iron had entered the eye, and had been absorbed after it had caused the rust-staining.
Miss IDA MANN said that she had seen an analogous case under Mr. A. C. Hudson-the patient bad originally been under the care of Mr. Treacher Collins. There was a perfectly definite history of a foreign body, which had been demonstrated and localized by X-rays, and an attempt at extraction had failed fifteen years before. There was a history of subsequent siderosis, which had been watched for about four years by Mr. Treacher Collins. When the case was seen eventually by Mr. A. C. Hudson, about ten years later, there was no trace of siderosis and no sign of the foreign body. The patient had an aphakic eye with X vision with correction. Subsequently glaucoma had developed in the eye, but she did not know whether it had any connection with the earlier condition.
Detachment of Retina.-F. A. JULER, F.R.C.S. B. S., female, aged 30. January, 1920, myopia 12D. After three weeks' treatment in bed, by subconjunctival saline injections, etc., she was discharged without improvement. In March, 1920, the retina had become re-attached and has since remained in place. November, 1929: Peripheral pigmentation in outer half of left fundus. Left vision = J1, with difficulty. Some limitation of field.
Mr. JULER said he had intended to show a second case of the condition in a man aged 30, but the patient had not turned up. That case was important because in February, 1925, a tear had been seen in the detached retina. A sketch had been made of this hole at the time and he now exhibited the drawing. The detachment had followed a vitreous heemorrhage.
Five weeks afterwards the retina had returned into position. In March, 1929, the retina was in position throughout. Vision with glasses ( -5) was *g; the field was full to 1 degree object (white); some contraction to 1 degree (red). When I examined him at the Royal Westminster Ophthalmic Hospital I found a well marked rounded swelling the size of a pea growing from the sclera and extending a little way on to the cornea; it was actually part and parcel of the sclerotic. It was considerably inflamed, the inflammation involving the whole ciliary region, and there was some effusion into Tenon's capsule giving the clinical picture of a "brawny scleritis." The fundus was healthy. The right eye was normal in every way; vision .
The only point of note in his past history was that nine months previously he had exposed himself to infection and had developed a " sore" on the penis. This had disappeared after a few intravenous injections of (presumably) some arsenical compound. The Wassermann reaction was investigated and found negative.
The diaguosis appears to be one of three things: (1) Deep scleritis; (2) cystic growth at the limbus, which has become inflamed; (3) gumma.
Treatment has consisted of atropine locally and salicylates internally. If improvement is not obtained I propose to try diathermy with iodides internally, followed, possibly, by puncture of the swelling and the removal of a piece of tissue for examination.
Mr. HUMPHREY NEAME said that the swelling above the cornea seemed to be firm and solid. Although no cutaneous eruption or other secondary features bad been noticed by the patient, it was probable that the condition was gummatous. The case would pass very well for one of episcleral gumma, a diagnosis not contradicted by the negative Wassermann reaction, which might be the result of the previous treatment.
POSTSCRIPT.-January 16, 1929.-The swelling has somewhat decreased in size. I have tried treatment with iodides but the patient has great difficulty in taking these and has had only two or three doses.-(A. C.)
